Background: The worldwide mental health treatment gap calls for scaling-up psychological interventions, which requires effective implementation in diverse cultural settings. Evidence from the field of global mental health and cultural clinical psychology indicates cultural variation in how symptoms of common mental disorders are expressed, and how culturally diverse groups explain the emergence of such symptoms. An increasing number of studies have examined to what extent cultural adaptation enhances the acceptability and effectiveness of psychological interventions among culturally diverse groups. To date, this evidence is inconclusive, and there is a lack of studies that dismantle the multiple types of modifications involved in cultural adaptation. Method: Based on empirical evidence from ethnopsychological studies, cultural adaptation research, and psychotherapy research, the present paper offers a new conceptual framework for cultural adaptation that lays the groundwork for future empirical research. Results: The cultural adaptation framework encompasses three elements: i) cultural concepts of distress; ii) treatment components; and iii) treatment delivery. These three elements have been discussed in literature but rarely tested in methodologically rigorous studies. Innovative research designs are needed to empirically test the relevance of these adaptation elements, to better understand the substantial modifications that enhance acceptability and effectiveness of psychological interventions. Conclusion: Using a theory-driven approach and innovative experimental designs, research on cultural adaptation has the potential not only to make psychological treatments more accessible for culturally adverse groups, but also to further advance empirical research on the basic question about the "key ingredients" of psychotherapy.
ture on the extent to which psychological interventions developed in Western, Educated, Industrialized, Rich, and Democratic (WEIRD) societies (Henrich, Heine, & Norenzayan, 2010) require cultural adaptation to be effective for the treatment of common mental disorders among culturally diverse groups. Literature indicates cultural variety in how symptoms of common mental disorders are expressed (Haroz et al., 2017; Kohrt et al., 2014) , and how different cultural groups explain the emergence of such symptoms, thereby revealing their (implicit) assumptions about mind-body relationships, and religious or spiritual beliefs (e.g., Kohrt & Hruschka, 2010) .
Despite such cultural variance in symptoms and assumed causes, meta-analytic evidence suggests that evidence-based psychological interventions are effective for the treatment of common mental disorders among culturally diverse groups (Cuijpers, Karyotaki, Reijnders, Purgato, & Barbui, 2018; Singla et al., 2017) . But to what extent cultural adaptation can further enhance the acceptability and effectiveness of such interventions is subject to current debate in literature.
Cultural Adaptation of Psychological Interventions
Bernal, Jiménez-Chafey, and Domenech Rodríguez (2009) define cultural adaptation as "the systematic modification of an evidence-based treatment (EBT) or intervention protocol to consider language, culture, and context in such a way, that it is compatible with the client's cultural patterns, meanings, and values" (p. 362). Cultural adaptation can range from relatively low investment of resources (e.g., adaptation of illustrations or case examples) to adaptations which require a large amount of time and human resources, e.g. adaptation to cultural concepts of distress (Kohrt et al., 2014) . Bernal and colleagues (Bernal, Bonilla, & Bellido, 1995; Bernal & Sáez-Santiago, 2006 ) developed a framework for cultural adaptation of psychological interventions which encompasses eight elements: (a) language, (b) therapeutic relationship, (c) metaphors, (d) content of intervention, (e) concept of illness, (f) treatment goals, (g) delivering methods, and (h) context. Meta-analytic evidence suggests that culturally adapted psychological interventions are effective when compared to a variety of control conditions (d = 0.45) (Griner & Smith, 2006) , and more effective than unadapted versions of the same intervention in direct comparison (g = .52) (Hall, Ibaraki, Huang, Marti, & Stice, 2016) . Moreover, two meta-analyses showed that effect sizes increased with the number of implemented adaptation elements according to the Bernal framework (Harper Shehadeh, Heim, Chowdhary, Maercker, & Albanese, 2016; Smith, Domenech Rodríguez, & Bernal, 2011) . However, a series of difficulties have been reported in cultural adaptation literature.
First, the framework developed by Bernal and colleagues (Bernal et al., 1995; Bernal & Sáez-Santiago, 2006) has been criticised, particularly because of its list-like format and reported difficulties with implementing the elements in real-world settings (Chu & Leino, 2017) . The eight elements are not distinct but overlap, e.g. it is hard to differentiate between adaptations made in language or metaphors, which are closely intertwined. In addition, the framework was developed for face-to-face treatments, and its use for other treatment formats such as self-help interventions is limited (Harper Shehadeh et al., 2016) .
Second, when looking into the original studies included in the above cited metaanalyses, it becomes evident that such studies tested a large variety of interventions such as psychoeducation, parenting programs, cognitive-behavioural therapy, interpersonal therapy, skills training, systemic therapy, problem solving, etc. The assumed mechanisms of action behind these approaches vary greatly, thus most likely not all of these interventions require the same level of cultural adaptation. What is more, most original studies and meta-analyses do not provide detailed descriptions of the cultural adaptations that were done in the original studies, with some exceptions (e.g., Abi .
Third, there is very little evidence to determine which cultural adaptation elements are particularly relevant for enhancing treatment acceptability and effectiveness. Benish, Quintana, and Wampold (2011) showed that cultural adaptation of the illness myth, i.e. the explanatory model provided to patients for their symptoms (Bhui, Rudell, & Priebe, 2006) , was the sole moderator of larger effect sizes of culturally adapted psychotherapy when compared to other active treatments (d = 0.21). But this finding was based on weak empirical evidence.
Aside from the Bernal framework, a series of other frameworks have been published in the past decade (Domenech Rodríguez & Bernal, 2012) . In an attempt to organize the variety of elements suggested in these frameworks, Chu and Leino (2017) conducted a systematic review and developed a new, data-driven cultural adaptation framework, in which they basically make a distinction between the adaptation of core vs. peripheral aspects in psychotherapy. Core components are the therapeutic ingredients that are assumed to cause symptom change, based on psychological theories, whereas peripheral components include the treatment aspects that are related to the feasibility and acceptability of the intervention (e.g., language or case examples). In their review, Chu and Leino (2017) found that all included studies had implemented peripheral adaptations, whereas 11% had modified and 60% had added core components.
The new adaptation framework by Chu and Leino (2017) is an improvement when compared to other frameworks, particularly due to the fact that it was based on original studies rather than expert opinions. Moreover, the division of treatment aspects into peripheral (i.e., engagement and methods of delivery) and core aspects provides an intriguing simplicity in comparison with other frameworks. On the other hand, this framework is based on what has been done so far and therefore cannot capture aspects that have potentially been neglected in literature. Moreover, due to its heuristic nature, it does not provide the necessary theoretical assumptions of how and why cultural adaptation might increase the acceptance and effectiveness of psychological interventions. A more theorybased framework can set the ground for empirical research to examine these questions.
When adopting such a theory-driven rather than heuristic perspective, the division between core and peripheral aspects of psychological interventions might not be as straightforward as suggested by Chu and Leino (2017) . Two recent prominent systematic reviews conclude that current evidence is insufficient to explain change mechanisms in psychotherapy (Cuijpers, Cristea, et al., 2019; Lemmens, Muller, Arntz, & Huibers, 2016) . It might well be that psychotherapy works through common factors, such as the therapeutic alliance, positive expectations, and a convincing treatment rationale rather than the specific techniques that are assumed to cause changes in symptoms (Cuijpers, Reijnders, & Huibers, 2019) . Thus, factors classified as peripheral by Chu and Leino (2017) , e.g. psychoeducation, might actually be the core ingredients of psychotherapy, as is explained more in detail below.
In a more general manner, Resnicow, Baranowski, Ahluwalia, and Braithwaite (1999) differentiate between surface and deep structure adaptations to health interventions. Surface adaptations refer to matching materials (e.g., illustrations, language), as well as channels and settings for treatment delivery to observable characteristics of the target population. By contrast, deep structure adaptations take into account how cultural, social, environmental or historical factors influence health behaviours. Such adaptations are based on assumptions of how members of a particular cultural group perceive the cause, course, and treatment of a particular illness. In other words, and as highlighted by the authors, deep structure conveys salience. Resnicow et al. (1999) developed their framework for health interventions in general. When applying this logic to the cultural adaptation of psychological interventions for the treatment of common mental disorders, deep structure adaptations may take into account results from ethnopsychological studies.
Theoretical and Empirical Foundations for Cultural Adaptation
Ethnopsychology uses ethnological research to examine different populations' notions of psychological concepts such as the self, emotions, and human nature (White, 1992) . Ethnopsychological studies have brought forward a large body of evidence on cultural concepts of distress (CCD), a term that was introduced in DSM-5 to describe local mental health-related phenomena (American Psychiatric Association, 2013) . CCD encompass other terms used in literature, such as culture-bound syndromes (American Psychiatric Association, 1994), idioms of distress (Nichter, 1981 (Nichter, , 2010 , explanatory models (Bhui & Bhugra, 2002) , or illness narratives (Groleau, Young, & Kirmayer, 2006) . Kohrt et al. (2014) summarised evidence on CCD from different parts of the world in a systematic review. They found that more rigorous studies revealed CCD that clearly dif-fered from Western diagnoses of common mental disorders. Such studies examine people's ways of expressing suffering, their assumptions about causes of distress and possible ways to overcome it, physiological and spiritual meanings attributed to suffering, and the distinction between universal human suffering and mental illness (e.g., Keys, Kaiser, Kohrt, Khoury, & Brewster, 2012; Kohrt & Hruschka, 2010; Shala, Morina, Salis Gross, Maercker, & Heim, 2019) .
One example of adapting psychological interventions to such CCD was delivered by Hinton, Rivera, Hofmann, Barlow, and Otto (2012) , who developed Culturally Adapted Cognitive Behavioural Therapy (CA-CBT) for PTSD. CA-CBT was first developed for Cambodian survivors of the Khmer Rouge. It targets the CCD of khyâl attacks that is based on Cambodians' assumptions about a wind-like substance that circulates in the body (Hinton, Pich, Marques, Nickerson, & Pollack, 2010) . According to this assumption, an imbalance in the khyâl flow causes symptoms such as dizziness and anxiety, which are accompanied by catastrophic beliefs and trauma memories. CA-CBT is based on this particular mind-body concept, and the main treatment components are emotion exposure and emotion regulation techniques (i.e., meditation and yoga-like stretching). Thus, CA-CBT uses techniques that are not unique for Cambodians, but the treatment rationale provided to patients is rooted in their own explanatory model that is based on khyâl.
This example illustrates one of the basic debates in psychotherapy research, namely the question whether the effect of the treatment is rooted in the techniques themselves, or rather the rationale provided for their use (Wampold & Imel, 2015) . As brought to the point by Wampold (2007) "[p]sychotherapy is not simply the vehicle for the delivery of psychological ingredients but is, rather, a highly entwined system that uses language to construct, or better said, reconstruct the client's interpretations of the world" (p. 8). In psychotherapy research, older and more recent meta-analyses come to the consistent conclusion that after decades of randomised controlled trials (RCTs), we do not know what the "key ingredients" of psychotherapy are (Ahn & Wampold, 2001; Cuijpers, Cristea, et al., 2019; Lemmens et al., 2016) . "Key ingredients" are the treatment components that (are assumed to) cause the symptom change. The current state of the evidence does not allow to conclude whether symptom improvement is caused by specific interventions (e.g., behavioural activation or stress management techniques) or by unspecific factors such as the therapeutic alliance, positive outcome expectations, or providing a convincing treatment rationale (Cuijpers, Cristea, et al., 2019) .
This conclusion is highly relevant for research on cultural adaptation of psychological interventions. Chu and Leino (2017) considered "psychoeducation" to be a peripheral aspect of cultural adaptation. However, explaining the purpose of a specific therapeutic technique in a particular way to make it more congruent with the patient's worldview might be much more than just a peripheral adaptation to make the intervention more acceptable. Such adaptations in language might touch on patients' implicit explanatory models, which in turn might change the underlying mechanisms of action, even if the intervention itself (e.g., a stress management technique) remains the same. Thus, one and the same adaptation might be considered as core or peripheral.
In summary, theory-driven, experimental studies are needed to better understand whether and how cultural adaptation contributes to the acceptability and effectiveness of psychological interventions. Such studies may in the longer run also contribute to better understand the active ingredients of psychotherapy itself. We aim to lay the groundwork for such studies by suggesting a new conceptual framework. The elements of our framework are based on empirical evidence from ethnopsychological studies, research on the cultural adaptation of psychological interventions, and psychotherapy research outlined above.
A New Framework for Cultural Adaptation
Our framework is based on the elements of psychological interventions that could potentially be adapted -regardless of whether this has been done in previous research or not. Before conducting empirical studies, it seems important to take a conceptual approach in order to include all aspects of an intervention that might contribute to symptom change.
Our cultural adaptation framework ( Figure 1 ) consists of three main elements which are further described below. We do not formulate pre-assumptions about the components that cause symptom change. Because evidence on substantial modifications is lacking, all elements are considered to be equally relevant for empirical testing. The elements generally reflect the two dimensions suggested by Resnicow et al. (1999) , i.e., surface and deep structure adaptations (see above). While Resnicow et al. 's framework was developed more generally for health interventions, we further specified potential deep structure adaptations in psychological interventions for the treatment of common mental disorders.
The elements are presented in what we consider to be a plausible sequence, starting with what may lie at the heart of cultural adaptations, namely the CCD. From CCD -i.e. explanatory models and idioms of distress -relevant treatment components can be derived, and hypotheses can be generated about treatment delivery. In the following, we describe the three main elements and the corresponding sub-elements of the new framework and provide examples from literature to underpin our assumptions. At the same time, we make suggestions on how to implement these adaptations. Our primary aim is to provide a framework as a basis for empirical testing, but the elements outlined below can also be used for adaptations in clinical practice. 
Cultural Concepts of Distress
The first element of the framework focuses on core beliefs about human suffering, and the cultural resonance of hypothesized psychological mechanisms of action with ethnotheories of healing. This includes two aspects: Explanatory models (i.e., aetiological assumptions) and idioms of distress (i.e., the expression of symptoms). Several semi-structured interview guidelines have been developed to examine CCD, e.g., the Cultural Formulation Interview in DSM-5 (American Psychiatric Association, 2013), the Short Explanatory Model Interview (SEMI, Lloyd et al., 1998) , the Barts Explanatory Model Inventory (BE-MI, Rüdell, Bhui, & Priebe, 2009) or the McGill Illness Narrative Interview (MINI, Groleau et al., 2006) . These interviews cover both aspects -idioms of distress and explanatory models -and can help to better understand patients' realities.
a. Explanatory models. People who suffer from psychological distress develop explanations for their symptoms (Wampold, 2007) . These explanations are based on intuitive and culturally shaped notions of how mind and body interact (Kirmayer, 2001; Kirmayer & Bhugra, 2009 ). Above, we outlined the example of khyâl attacks among Cambodian survivors of the Khmer Rouge (Hinton et al., 2010) . Other examples the concept of the heart-mind described in Nepal (Kohrt & Hruschka, 2010) , or the heart narratives related to psychological distress in Haiti (Keys et al., 2012) . Another example are findings related to fatalism. An ethnopsychological study showed that Albanian-speaking immigrants in Switzerland understood their suffering as part of normal life, given by god or fate (fati), and something that cannot be cured but has to be borne with endurance (durim) (Shala et al., 2019) . Fatalism was also found among Turkish immigrants in Germany (Franz et al., 2007; Reich, Bockel, & Mewes, 2015) . When compared to German patients, Turkish immigrants showed more fatalistic-external control attributions for mental distress, which resulted in lower motivation for psychotherapy. The concept of fate is also described in Islamic understandings of suffering: "The notion of qadar ( ‫ا‬ ‫ل‬ ‫ق‬ ‫دَ‬ ‫رَ‬ , 'fate') is central to this context. This acceptance of fate should not be equated with fatalism, but can be better understood within a framework of self-abandonment, which is reflected in the value of patience in the face of helplessness and adversity, such as illness and loss. Life may be viewed as a transient phase of existence, a testing place for the eternal life that comes after death" (Hassan et al., 2015, p. 27) .
Psychological interventions ideally provide explanations that differ from the patient's own views, but that are not sufficiently discrepant from the patient's intuitive assumptions as to be rejected (Wampold, 2007) . For treatment adherence and compliance, it is vital that patients understand and to some point share the rationale behind the treatment. On the other hand, it is also important to provide a new explanation and treatment rationale, in order to motivate patients to try and practice the therapeutic techniques. As an example, Reich, Zürn, and Mewes (2019) developed a web-based intervention to address fatalism and to enhance motivation for psychotherapy among Turkish immigrants in Germany. In a pilot study, they found that this intervention enhanced treatment motivation and reduced fatalistic beliefs. b. Idioms of distress. This element scrutinises the cultural salience of symptoms that are targeted with an intervention. Common mental disorders are latent (i.e., nonvisible) concepts measured through the expression of symptoms (i.e., their phenomenology). There is a vast body of literature on the difference in symptom expression across cultures, e.g. with regard to emotional vs. somatic complaints (e.g., Kirmayer, 2001; Ma-Kellams, 2014; Ryder et al., 2008) . Moreover, ethnopsychological studies from different parts of the world have delivered a broad range of labels used for expressing mental distress in a socially and culturally acceptable manner (e.g., Haroz et al., 2017) . As an example, thinking too much is an expression that has been found in many parts of the world and can be used in health communication as a nonstigmatizing way to describe symptoms of psychological distress (Kaiser et al., 2015) . However, it would be erroneous to assume that such labels are simply varying expressions of the same, latent construct (e.g., depression or anxiety). Such local expressions often reflect implicit assumptions about mind-body interactions as described above. Therefore, it is relevant to carefully assess culturally salient symptoms, and to select or target treatment components accordingly.
Treatment Components
To describe treatment components, we draw on an existing taxonomy developed by Singla et al. (2017) , who conducted a systematic review and meta-analysis of psychologi-cal interventions in low-and middle-income countries. They applied a multistep analysis of existing taxonomies of common psychological treatment elements and behavioural change techniques used for common mental disorders. Based on this analysis, they proposed a taxonomy of treatment components, which includes the following elements: Specific therapeutic elements (i.e., behavioural, cognitive, interpersonal, and emotional interventions); nonspecific elements to enhance engagement (e.g., empathy, empathic listening, or discussing advantages of and barriers to treatment); and in-session techniques (e.g., goal-setting, role playing, or praising). In their meta-analysis, they found that two specific techniques (i.e., interpersonal and emotional), and nonspecific elements showed the strongest association with trial effectiveness. In the following, we describe how these components may be culturally adapted.
a. Specific elements. Studies testing psychological interventions in low-and middleincome countries have often provided reasons for choosing one technique over another, e.g. arguing that behavioural activation is easier to explain than cognitive techniques, particularly when provided by lay helpers (Dawson et al., 2015) . The selection of therapeutic techniques is ideally based on core assumptions about human suffering and healing in the target population, and culturally salient symptoms of psychological distress. As an example, behavioural activation is based on the theoretical assumption that inertia and avoidance are key mechanisms of action in depression (Ferster, 1973; Lewinsohn, 1974; Veale, 2008) . However, a qualitative study conducted in Lebanon for the cultural adaptation of an internetbased intervention , showed that inertia and inactivity were not key symptoms of depression. Depressed people in Lebanon rather maintain their necessary activities, yet, they were described as becoming irritable, tired, sad, frustrated or angry while continuing to function. This appears to be a global phenomenon: a qualitative systematic review of depression around the world demonstrated similar findings with irritability, anger, and pain figuring prominently but, "[t]he majority of study populations did not raise problems with daily functioning as part of their subjective experiences of depression" (Haroz et al., 2017, p. 160) .
In resource-scarce settings where people can simply not afford to become inactive, and where cultural values impede social withdrawal, behavioural activation might not be the first-choice psychological intervention for the treatment of depression. In addition, the focus on improving one's mood through engaging in pleasant activities might not necessarily be a convincing treatment rationale in societies where pursuing affectively positive experiences for oneself is not a key cultural value (Schwartz, 2006) .
As another example, Tol et al. (2018) argued that for people in humanitarian settings who suffer from a broad range of symptoms related to psychological distress that cannot be easily categorized as a mental disorder (e.g., nonpathological anxiety, grief reactions, and demoralization), general stress management techniques might be more relevant than disorder-specific treatments. Stress management techniques that focus on dealing with negative emotions such as anger, sadness, or nervousness, might be more relevant in such contexts (Hinton et al., 2012; Tol et al., 2018) . b. Nonspecific elements (common factors). Singla et al. (2017) describe these as the elements that are either universal to all treatments, or the ones that are used for enhancing treatment engagement, such as active listening or discussing advantages and disadvantages of the treatment. With regard to elements that are universal to all treatments (e.g., active listening), the cultural adaptation may be limited to surface aspects (see below), such as how active listening is expressed verbally or nonverbally.
When it comes to treatment engagement, providing a convincing and culturally congruent explanatory model may be relevant (see above). For discussing advantages and disadvantages of treatment, it may be relevant to consider culturally-specific notions of stigma, and the way how mental health-related stigma threatens the life domains that "matter most" (Yang, Thornicroft, Alvarado, Vega, & Link, 2014) to members of a specific cultural group (e.g., marriage, employment, social networks). Advantages and disadvantages of treatment may relate to such culture-specific notions of stigma. People affected by mental disorders could fear stigmatisation if they accept a treatment. On the other hand, patients may realise that treatment and symptom reduction can help in reducing mental health-related stigma, particularly when they are re-integrated into employment or other societal domains. c. In-session techniques. Singla et al. (2017) subsume a broad range of techniques under this element, such as role-playing, goal setting, homework, or behavioural experiments. Formative research (e.g., key informant interviews or focus groups) can be used to better understand whether such techniques are acceptable in a particular target group, or how these techniques can be adapted to be accessible for members of this target group (Ramaiya, Fiorillo, Regmi, Robins, & Kohrt, 2017) .
Treatment Delivery
Once the treatment components are defined, the delivery format can be selected, or different formats can be used for different target groups (e.g., face-to-face interventions for older participants and mobile applications for youths). For cultural adaptation of these elements, factors such as literacy level, socio-economic status, gender, or assumptions about the patient-therapist relationship may be taken into account.
a. Delivery format. This element describes cultural preferences and acceptability for different treatment modalities. As an example, several trials have tested the groupbased delivery of potentially scalable interventions as opposed to individual treatment sessions (Epping-Jordan et al., 2016; Sangraula et al., 2018; Verdeli et al., 2003) . Furthermore, internet-based interventions are currently propagated as one potential measure to address the worldwide mental health treatment gap, as they can widely be disseminated among difficult-to-reach populations (Schröder, Berger, Westermann, Klein, & Moritz, 2016) . There is an ongoing debate about the necessity of guidance in internet-based or other self-help interventions (Baumeister, Reichler, Munzinger, & Lin, 2014) . It is theoretically possible that the answer to that question is culturally relative -i.e. that for some cultural groups, guidance is more relevant than for others. Empirical evidence is needed to answer this question. b. Surface. This element comes closest to what Chu and Leino (2017) considered to be peripheral aspects of psychological interventions, and what Resnicow et al. (1999) described as surface adaptations. A large variety of descriptions of such adaptations has been delivered in literature, such as using culturally adapted language and metaphors (Ramaiya et al., 2017) , providing culturally relevant illustrations and case examples (Verdeli et al., 2003) , or using easy-to-understand texts . Evidence on such adaptations has been summarised in systematic reviews (Chowdhary et al., 2014; Harper Shehadeh et al., 2016) . However, so far there is no evidence to show to what extent such adaptations are necessary to enhance acceptance and effectiveness of psychological interventions. Of course, there is a moral obligation not to use treatment materials that are potentially offensive or that may hurt religious feelings. And of course, an intervention is more likely to be accepted when patients feel that the contents are congruent with their own living situations, experiences, and cultural values. But so far, there is insufficient empirical evidence to support this assumption.
Outlook: How to Enhance Empirical Evidence on Cultural Adaptation
With this new framework, we aim to inspire a theory-driven, empirical approach to cultural adaptation of psychological interventions. A systematic review (Hall et al., 2016) provided indications that culturally adapted psychological interventions are indeed more effective than the unadapted versions of the same interventions. However, there is a lack of evidence on the substantial modifications that cause the higher effectiveness of adapted interventions. In most studies, several aspects were adapted at the same time, and cultural adaptation methods are rarely documented in a replicable manner. In order to advance cultural adaptation research, it would be important to formulate theory-driven hypotheses about the components that are assumed to cause the higher acceptance and effectiveness of adapted interventions, and to test these components using experimental designs. When developing this framework, we mainly had potentially scalable interventions in mind, i.e., modified, low-intensity and highly standardised evidence-based treatments, which are applied in self-help or guided self-help format, or delivered by lay helpers (WHO, 2017) . Such interventions are condensed versions of what is done in face-to-face treatments. For such interventions, it is of vital importance to discover which components are most relevant for symptom change, and which aspects are nice-to-have. This also applies to cultural adaptation. For future research and implementation, it is crucial to better understand the treatment elements that have to be culturally adapted to make sure the intervention is acceptable and effective.
The main difference between low-and high-intensity interventions lies -as the names suggest -in the intensity of therapist involvement. In high-intensity interventions, trained therapists can (and most probably do) make "on-the-fly" adaptations whenever working individually with patients from culturally diverse groups. In low-intensity and potentially scalable interventions, most of the treatment aspects are standardised, and in unguided self-help, no contact with a therapist or lay helper is provided at all. In view of transparency and economy of treatments and trainings, it seems helpful to identify the potential cultural adaptations that can and should be made in a standardised manner to ensure that a treatment is acceptable and effective.
In contrast to previous frameworks for cultural adaptation (Bernal et al., 1995; Chu & Leino, 2017) , we used cultural concepts of distress (CCD) as the pivotal point for deep structure adaptation (Resnicow et al., 1999) . We suggest starting with an assessment of CCD using semi-structured interviews such as the Cultural Formulation Interview in DSM-5 (American Psychiatric Association, 2013) or the Barts Explanatory Model Inventory (BEMI, Rüdell et al., 2009) , and to derive all relevant adaptations from results of such formative research. A desk literature review can help to identify studies that have already assessed CCD in the target population, to avoid duplication of work. However, we intentionally formulated our framework in a way that it does not make pre-assumptions about which adaptations are substantial. It might well be that experimental research (see below) will show that adapting psychological interventions to CCD does not make any difference with regard to their acceptability and/or effectiveness. In our view, it is essential to take this step back and to start with a conceptual framework that includes what seems to be most plausible according to current evidence. From such a conceptual framework, hypotheses can be formulated and tested in empirical studies.
Aside from a new framework, novel research approaches are needed to advance the empirical evidence on the cultural adaptation of psychological interventions. Direct comparison of adapted and unadapted versions of the same interventions are still rather the exception (Hall et al., 2016) . This is understandable, as such direct comparisons require very large sample sizes, since small effects are to be expected when comparing two similar treatments with small deviations (Cuijpers, Cristea, et al., 2019) . Moreover, training therapists to provide two different versions of the same intervention -adapted and unadapted -is a difficult task. Other treatment formats such as internet or mobile-based interventions, self-help books or audio recordings, are promising for such research. Such highly standardised materials, where input from therapists or lay helpers is minimal, can be used to show users two different versions of the same intervention, without large investments in training. Innovative research approaches, e.g. factorial experiments (Collins, 2018) can be used, in which several components are manipulated at the same time. Such research designs can contribute to better understand the substantial modifications in cultural adaptation.
Results from cultural adaptation may also potentially contribute to basic psychotherapy research. For a long time, there has been a debate about the specific and nonspecific components of psychotherapy, and a recent meta-analysis came to the following conclusion: "Based on this set of studies, the only conclusion that can be drawn is that we simply don't know if specific components of specific therapies are effective ingredients of these therapies, or whether all effects are caused by universal, nonspecific factors that are common to all therapies" (Cuijpers, Cristea, et al., 2019, p. 12) . Cultural adaptation research provides a promising new approach to this question. As an example, if one and the same intervention (e.g., a stress management technique) shows the same effect, regardless of the explanatory model provided to patients, this is an indicator that the specific intervention caused the symptom change. By contrast, if the same intervention shows a higher effect if it is framed in a culturally-shaped manner, this is an indicator that providing a convincing rationale is indeed a "key ingredient" of psychotherapy, as postulated by Ahn and Wampold (2001) . Thus, aside from enhancing access to treatments for culturally diverse groups, cultural adaptation research can make an important contribution to psychotherapy research as a whole.
One important challenge refers to the selection of the target population for cultural adaptation. How do we define a "cultural group"? As an example, Bernal et al. (1995) developed their framework in the context of their work with "Latinos/as" in the United States, and Hinton et al. (2010) worked with "Cambodian refugees". A cultural group can be defined in terms of language, country or region, religion, or other socio-demographic characteristics. Migration is another important aspect, as with time, immigrants start adopting cultural values and norms of the host country, which may be relevant for cultural adaptation of psychological interventions. For research purposes, it is most relevant to carefully define the target population and to be transparent about the criteria according to which this population is defined, to make sure results of studies can be interpreted accordingly. In individual therapy, semi-structured interviews can be used to tailor the interventions to the specific characteristics of the patient.
Conclusion
Considering the millions of people in need of psychological treatments worldwide (The WHO World Mental Health Survey Consortium, 2004; Turrini et al., 2017) , the limited resources available for mental health (Patel et al., 2018) , the cultural diversity in common mental disorders (Kohrt et al., 2014) , and the variety of treatment components that are potentially relevant for adaptation (Bernal et al., 1995; Bernal & Sáez-Santiago, 2006; Chu & Leino, 2017) , it is vital to expand the empirical evidence as a basis for decision-making on how much and where to invest in cultural adaptation of psychological interventions.
The present paper offers a conceptual framework that lays the groundwork for such empirical research. The three elements suggested in this framework are based on empirical evidence from ethnopsychological studies, cultural adaptation research, and psychotherapy research. Innovative research designs are needed to evaluate the relevance of these elements. Using a theory-driven approach and innovative experimental designs, research on cultural adaptation has the potential not only to make psychological treatments more accessible for culturally adverse groups, but also to further advance empirical research on the basic question of the key ingredients and mechanisms of action in psychotherapy. Competing Interests: The authors declare no conflicts of interest.
